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###### 

Perceived need for the selected communicable disease reports fields. Higher numbers (darker color) reflect greater perceived need.

  The perceived need for the field               **FUNGAL**   **HEPATITIS**   **ENTERIC**                                                               
  ---------------------------------------------- ------------ --------------- ------------- ----------- ----------- ----------- ----------- ----------- -----
  Field Name                                     Initiate     Close           Initiate      Close       Initiate    Close       Initiate    Close       Sum
  **Disease**                                    8            8               8             8           8           8           8           8           64
  **First Name**                                 8            8               8             8           8           8           8           8           64
  **Middle Initial**                             4            5               4             5           4           5           4           5           36
  **Last Name**                                  8            8               8             8           8           8           8           8           64
  **Parent -- First Name**                       3            4               3             4           3           4           3           4           28
  **Parent -- Middle Initial**                   1            1               1             1           1           1           1           1           8
  **Parent -- Last Name**                        3            4               3             4           3           4           3           4           28
  **Phone Number**                               7            7               7             8           7           8           7           8           59
  **Street Number**                              7            8               7             8           7           8           7           8           60
  **Street Name**                                7            8               7             8           7           8           7           8           60
  **City**                                       7            8               7             8           7           8           7           8           60
  **Zip Code**                                   5            7               5             7           5           7           5           7           48
  **Country**                                    7            8               7             8           7           8           7           8           60
  **Date of Birth**                              8            8               8             8           8           8           8           8           64
  **Age**                                        3            4               3             4           3           4           3           4           28
  **Sex**                                        6            8               6             8           6           8           6           8           56
  **Pregnant**                                   3            4               7             8           4           5           3           4           38
  **Race**                                       4            8               4             8           4           8           4           8           48
  **Ethnicity**                                  4            7               4             7           4           7           4           7           44
  **Health Care Worker**                         4            5               3             3           3           3           5           7           
  **Food Service Worker**                                                                                                                               
  **School (student/staff)**                                                                                                                            
  **Day care (attendee/staff)**                  33                                                                                                     
  **Name of School/Day Care**                    4            5               1             1           1           1           4           7           24
  **Part of and Outbreak**                       4            5               4             4           3           4           4           6           34
  **Etiologic Agent**                            7            8               7             8           7           8           7           8           60
  **Site of Infection**                          6            8               0             0           0           0           6           8           28
  **Date of Diagnosis (m, d, y)**                5            7               6             7           6           7           6           7           51
  **Symptoms associated with infection**         5            8               6             8           5           7           5           8           52
  **If yes to Symptom: Onset Date (m, d, y)**    5            7               6             8           5           7           5           7           50
  **If yes to Symptoms: Pertinent Symp/Signs**   5            8               5             8           5           7           5           7           50
  **If yes to Symptoms: Died? (y/n)**            6            8               6             8           6           7           7           8           56
  **Lab tests(s) and results(s)**                8            8               8             8           8           8           8           8           64
  **Lab tests(s)/results(s) Date**               7            8               7             8           7           8           7           8           60
  **Treatment (name of antibiotic)**             4            8               1             1           1           1           5           7           28
  **Dosage**                                     4            5               1             1           1           1           4           4           21
  **Date initiated**                             4            5               1             1           1           1           4           6           23
  **Antibiotic Resistance (y, n, nd)**           1            1               0             0           0           0           4           5           11
  **If yes, what antibiotic?**                   0            0               0             0           0           0           3           4           7
  **Reporting Facility Code**                    2            3               2             3           2           3           2           3           20
  **If Hospital, Name Hospital**                 7            8               7             8           7           8           7           8           60
  **Name of Physician and Address**              7            8               7             8           7           8           7           8           60
  **Record Number**                              5            6               5             6           5           6           5           6           44
  **Person Reporting (other than physician)**    5            6               5             6           5           6           5           6           44
  **Telephone Number**                           7            7               7             7           7           7           7           7           56
  **Telephone Number (2)**                       2            2               2             2           2           2           2           2           16
  **Date of Report**                             6            6               6             6           6           6           6           6           48
  ***TOTAL (max possible 360)***                 ***223***    ***273***       ***210***     ***248***   ***204***   ***241***   ***233***   ***285***   

###### 

Standard deviation of perceived need values for each field. Higher numbers reflect more disagreement among responses.

  The Disagreement for the field                 **FUNGAL**   **HEPATITIS**   **ENTERIC**                                                 
  ---------------------------------------------- ------------ --------------- ------------- ------- ---------- ------- ---------- ------- ------
  **Field Name**                                 Initiate     Close           Initiate      Close   Initiate   Close   Initiate   Close   Sum
  **Disease**                                    0.00         0.00            0.00          0.00    0.00       0.00    0.00       0.00    0.00
  **First Name**                                 0.00         0.00            0.00          0.00    0.00       0.00    0.00       0.00    0.00
  **Middle Initial**                             0.00         0.43            0.00          0.43    0.00       0.43    0.00       0.43    1.73
  **Last Name**                                  0.00         0.00            0.00          0.00    0.00       0.00    0.00       0.00    0.00
  **Parent -- First Name**                       0.50         0.00            0.50          0.00    0.50       0.00    0.50       0.00    2.00
  **Parent -- Middle Initial**                   0.50         0.50            0.50          0.50    0.50       0.50    0.50       0.50    4.00
  **Parent -- Last Name**                        0.50         0.00            0.50          0.00    0.50       0.00    0.50       0.00    2.00
  **Phone Number**                               0.43         0.43            0.43          0.00    0.43       0.00    0.43       0.00    2.17
  **Street Number**                              0.43         0.43            0.43          0.00    0.43       0.00    0.43       0.00    1.73
  **Street Name**                                0.43         0.00            0.43          0.00    0.43       0.00    0.43       0.00    1.73
  **City**                                       0.43         0.00            0.43          0.00    0.43       0.00    0.43       0.00    1.73
  **Zip Code**                                   0.43         0.43            0.43          0.43    0.43       0.43    0.43       0.43    3.46
  **County**                                     0.43         0.00            0.43          0.00    0.43       0.00    0.43       0.00    1.73
  **Date of Birth**                              0.00         0.00            0.00          0.00    0.00       0.00    0.00       0.00    0.00
  **Age**                                        0.43         0.71            0.43          0.71    0.43       0.71    0.43       0.71    4.56
  **Sex**                                        0.50         0.00            0.50          0.00    0.50       0.00    0.50       0.00    2.00
  **Pregnant**                                   0.43         0.71            0.43          0.00    0.00       0.43    0.43       0.71    3.15
  **Race**                                       0.00         0.00            0.00          0.00    0.00       0.00    0.00       0.00    0.00
  **Ethnicity**                                  0.00         0.43            0.00          0.43    0.00       0.43    0.00       0.43    1.73
  **Health Care Worker**                         0.00         0.43            0.43          0.43    0.43       0.43    0.43       0.43    3.03
  **Food Service Worker**                                                                                                                 
  **School (student/staff)**                                                                                                              
  **Day Care (attendee/staff)**                                                                                                           
  **Name of School/Day Care**                    0.00         0.43            0.43          0.43    0.43       0.43    0.00       0.43    2.60
  **Part of an Outbreak**                        0.00         0.43            0.00          0.00    0.43       0.71    0.00       0.50    2.07
  **Etiologic Agent**                            0.43         0.00            0.43          0.00    0.43       0.00    0.43       0.00    1.73
  **Site of Infection**                          0.50         0.00            0.00          0.00    0.00       0.00    0.50       0.00    1.00
  **Date of Diagnosis (m, d, y)**                0.43         0.43            0.50          0.43    0.50       0.43    0.50       0.43    3.67
  **Symptoms associated with infection**         0.43         0.00            0.50          0.00    0.43       0.43    0.43       0.00    2.23
  **If yes to Symptoms: Onset Date (m, d, y)**   0.43         0.43            0.50          0.00    0.43       0.43    0.43       0.43    3.10
  **If yes to Symptoms: Pertinent Symp/Signs**   0.43         0.00            0.43          0.00    0.43       0.43    0.43       0.43    2.60
  **If yes to Symptoms: Died? (y/n)**            0.50         0.00            0.50          0.00    0.50       0.43    0.43       0.00    2.37
  **Lab test(s) and result(s)**                  0.00         0.00            0.00          0.00    0.00       0.00    0.00       0.00    0.00
  **Lab test(s)/result(s) Date**                 0.43         0.00            0.43          0.00    0.43       0.00    0.43       0.00    1.73
  **Treatment (name of antibiotic)**             0.00         0.00            0.43          0.43    0.43       0.43    0.43       0.43    2.60
  **Dosage**                                     0.00         0.43            0.43          0.43    0.43       0.43    0.00       0.00    2.17
  **Date initiated**                             0.00         0.43            0.43          0.43    0.43       0.43    0.00       0.50    2.67
  **Antibiotic Resistance (y, n, nd)**           0.43         0.43            0.00          0.00    0.00       0.00    0.00       0.43    1.30
  **If yes, what antibiotic?**                   0.00         0.00            0.00          0.00    0.00       0.00    0.00       0.47    0.47
  **Reporting Facility Code**                    0.47         0.82            0.47          0.82    0.47       0.82    0.47       0.82    5.15
  **If Hospital, Name Hospital**                 0.43         0.00            0.43          0.00    0.43       0.00    0.43       0.00    1.73
  **Name of Physician and Address**              0.43         0.00            0.43          0.00    0.43       0.00    0.43       0.00    1.73
  **Record Number**                              0.43         0.50            0.43          0.50    0.43       0.50    0.43       0.50    3.73
  **Person Reporting (other than physician)**    0.43         0.50            0.43          0.50    0.43       0.50    0.43       0.50    3.73
  **Telephone Number**                           0.43         0.43            0.43          0.43    0.43       0.43    0.43       0.43    3.46
  **Telephone Number ([@b2-ojphi-05-166])**      0.00         0.00            0.00          0.00    0.00       0.00    0.00       0.00    0.00
  **Date of Report**                             0.50         0.50            0.50          0.50    0.50       0.50    0.50       0.50    4.00
